Background: The experience of giving birth has long-term implications for a woman's health and wellbeing. The birth experience and satisfaction with birth have been associated with several factors and emotional dimensions of care and been shown to influence women's overall assessment. Individualized emotional support has been shown to empower women and increase the possibility of a positive birth experience. How women assess their experience and the factors that contribute to a positive birth experience are of importance for midwives and other caregivers. The aim of this study was to describe women's experience of a very positive birth experience.
Background
The experience of giving birth has long-term implications for a woman's health and wellbeing [1, 2] . Satisfaction with birth has been associated with several factors and the emotional dimensions of care have been shown to influence women's overall assessment. Individualized emotional support empowers women and increases the possibility of a positive birth experience [3] . Support from the midwife during labour and birth and the opportunity to participate in decision-making are also important [4] .
Woman's perceived control during birth is significant [5, 6] . Findings from a mid-European study show that the most important factor contributing to a woman's satisfaction with birth was having her expectations fulfilled. Self-efficacy and personal control were other factors related to satisfaction with birth. The experience of personal control had a protective effect on labour pain [7] . Dutch women assessed their birth experience as very happy when answering a questionnaire where five options were available; from very happy to very unhappy. In a description of caregivers, the most frequently chosen positive adjectives were supportive and considerate [8] . In a prospective, longitudinal study, 303 women (32.7 %) had a very positive birth experience assessed on a five-point Likert scale ranging from very positive to very negative [9] .
Furthermore, women's views of and satisfaction with maternity care are important indicators of quality service provision [10] . A recent major focus has been to identify the prevalence of (and associated factors for) a negative birth experience in order to improve care. Although equally as important, research relating to the factors associated with a positive birth experience have been less well studied. Learning from women's birthing stories and adapting care during birth based on what women actually consider important will likely enhance the birth experience and promote normality in the context of the much medicalized birth environment.
Obstetric outcome is a major measure of the quality of care provided. However, how women assess their experience and the factors that contribute to a positive birth experience are also of importance for caregivers. The aim of this study was to describe women's experience of a very positive birth experience.
Obstetric context
Antenatal care in Sweden is organized within the public primary health care system with the midwife as the primary caregiver, providing care for pregnant women within a certain geographical area. Care during labour, birth and the postnatal period occurs in hospitals with midwives as the independent caregiver for uncomplicated cases. A nurse assistant is intermittently present during labour and birth and assists the midwife with practical care and support of the birthing woman. Midwives work in collaboration with obstetricians if complications occur. There are few alternative birth settings in Sweden and continuity of caregiver between episodes of care is rare. The prevalence of home births for Sweden is about one per thousand.
Methods

Design
This project was part of a large prospective longitudinal cohort study undertaken in northern Sweden in 2007. Data was initially collected by self-administered questionnaires. Women were approached to participate in the study after their ultrasound examination at gestational week 17-19 and subsequently followed-up at late pregnancy (32-34 weeks) and at 2 and 12 months post-partum. The questionnaires covered a wide range of questions, including questions addressing sociodemographic and obstetric background, attitudes, expectations and experiences related to childbirth. Answers to two questions were the inclusion criteria for participation in the study reported here. The first question, concerning women's perception of their birth experience, was collected at 2 and 12 months post-partum. The second question was included in the third questionnaire where women agreed to be contacted for an interview. Women's perception of birth was assessed on a five-point Likert scale ranging from very positive to very negative. A detailed description of the methods in the longitudinal cohort study is presented elsewhere [11] .
Participants
Women who had assessed their birth as very positive at 2 months post-partum and consented to participate in an interview were invited to take part in focus group discussions. A letter of invitation was sent to 197 women.
Focus groups interviews
Interviews were performed between September 2013 and February 2014. The timing of the interviews was chosen partly due to practical reasons but foremost in the belief that women need time to process their experience. Focus group discussions were held in a conference setting at the university or at the primary health care center nearby to where women lived. The discussions lasted 2-3 h and were audio taped. Two researchers were present at each interview; one of the researchers started the session with a short presentation of the project and the other took notes. The participants were asked to present themselves and talk shortly about their present situation. The discussion started with an openended question: "Please tell us about your very positive birth experience and the importance of it." Women were specifically asked to reflect on a birth that occurred in 2007 or 2008 (index birth).
Thematic analyses
A qualitative descriptive approach was used in this study [12] . Thematic analyses were used to analyze the transcribed focus group data [13] . Three researchers thoroughly reviewed the transcripts to gain a fuller sense of their meaning. Initial concepts that emerged were discussed and coding was performed to identify patterns of words or statement that were related to the aim of the study. Next, all codes were examined and compared to clarify relationships, and the various codes were sorted into sub-themes. The intention during this process was to stay close to the words through a constant movement between the whole and the parts of the text. The accuracy of how to sort codes with similar content into subthemes was confirmed in discussions in which all coauthors participated and agreed. In the final step, two themes were formulated to describe women's very positive birth experiences.
All researchers are midwives with long experience of intra-partum care. The researchers paid careful attention throughout the interviews and analyses to the preunderstanding that inevitably will influence the interpretation of women's birth stories.
Ethical considerations
The prospective longitudinal cohort study was approved by the Ethical Committee at Umeå University (05-134 Ö). The approval for the larger prospective longitudinal cohort study included this study. In the third questionnaire women gave a written consent to be contacted for an additional interview. The invitation letter sent to the women made it clear that the time elapsed since their approval of participation in interviews was of importance. For example, things might have happened that made it no longer possible for the women to participate. The women were also assured that, at any time, they could withdraw from the focus group's discussion. Several women had given birth after the index birth but none of them were pregnant at the actual focus group session.
Results
Initially, 197 of the 212 eligible women fulfilled the inclusion criteria and were sent a letter of invitation to participate in focus group discussions. Of the 59 responses, 30 women agreed to take part, with 26 of these fulfilling the appointment. Seven focus groups were carried out with 2-6 participants in each group. Women were aged between 28 and 46 years with a mean age of 36. They were all born in Sweden, married or cohabiting and gave birth in hospital. Most women had a higher level of education (18/26) . The majority of women gave birth vaginally except two women who had an emergency caesarean section. There were 9 primiparous women in the study group.
Six to 7 years after delivery, all women looked back very positively on their birth experience. Women spoke mostly about the birth they had assessed as very positive, but comparisons were also made about previous or later births. Two themes and six sub-themes were identified that described the meaning of a very positive birth experience, as shown in Table 1 .
Many expressions were used to describe the birth experience. Frequently used words included fantastic, wonderful, magic, incredible and overwhelming. When women were asked to further develop the feelings they had experienced during birth, they spoke about being in a flow, fully engaged and participating, feeling safe and secure, close to the earth, experiencing happiness through a very special journey, and an important moment of life. The women spoke with pride at having coped with the labour and pain, which made them feel thankful and relieved. They also talked about child birth as an outstanding experience that they felt positive about experiencing again.
Experiencing own ability and strength
The first theme is an expression of a general attitude among the women that became evident when listening to the birth stories. The women's approach towards childbearing was grounded in an attitude of trust in themselves and their ability to give birth. Feelings of confidence were clearly expressed in all focus groups and the women were convinced that they were able to handle the pain and other difficulties. It was suggested that their positive birth experience was related to their constructive and sympathetic attitude towards childbearing and life in general.
Mother and grandma have given birth; it is in our nature to do this. So it felt like I had a basic attitude that it would be simple. And it was. (First child, vaginal birth) Or is it not so you are a certain person to have a positive birth? It doesn't start with giving birth, but it is a general attitude. (Third child, vaginal birth)
Most of the participants believed this confidence led to positive expectations towards the coming birth. There was an agreement among participants in the focus groups that giving birth was something they looked forward to, and they were inspired by mothers, grandmothers and other important females held up as role models. To be pregnant and give birth were matters of course and a privilege. Birthing was described as a natural process for which the female body was designed, however, all of the focus groups agreed that expectations should be realistic. Knowledge about the birthing process and obstetric complications, such as prolonged labour and emergency caesarean, was considered necessary. I had a model in my mother who had told me about her fine and normal births. I did not expect anything else. (Second child, vaginal birth) Physical and mental preparation was a necessity for most of the women, as was participation in classes. Individual preparation was also described as important. Women wanted to be taught about the practice of labour, including breathing and relaxation techniques, as well as how to be physically and psychologically prepared to give birth. They wanted their partners to be involved and acknowledged by the professionals. Physical and mental preparation, including knowledge about the birthing process, was necessary to achieve control and take part in decision-making. The women did not consider giving total responsibility to the midwife.
For me, the mental training was important…it was very good. We talked a lot about expectations, which is useful not only when giving birth, and about our relation that we do this together. (First child, emergency caesarean section) I was prepared, I knew how to breath (during birth) and how to breastfeed. (Second child, vaginal birth) Preparations before birth also meant that women were aware of potential obstetric complications and deviations from the normal birth process. A few women described a more expectant attitude towards birth and there was a general acceptance that pain and other difficulties were part of giving birth. Several women had experienced prolonged labour, emergency caesarean section or postpartum hemorrhage during the index birth. The pain was generally described as intense and stronger than expected, and was handled in different ways. Controlled breathing, mental training, and nitrous oxide were the most commonly used pain relief methods, with a few of the women having an epidural. The breast-feeding period was initially painful and troublesome for a few women, but irrespective of the origin of the pain, it was an expected challenge to overcome.
Something that is good to know before (you give birth) is that the pain is awfully intensive but then there is a break, between contractions you can really rest. (Second child, vaginal birth) But you sort of forget and it is not a negative pain like an aching leg and not knowing for how long it will go on. It is a positive pain. (First child, vaginal birth) The experience of control was mostly related to the management of pain but was also associated with the women having an active role during the course of birth. The women expressed feelings of being in charge and being involved in decision making. As important as control was the ability to let go, and the women discussed the need to relinquish control and to trust their body; to be in a relaxed mode and to await and work with the contractions. Control was related to the preparations that had been made prior to the birth. To be prepared and aware of the mental and bodily challenges involved in a birth made women more confident, as they knew what to expect and were more familiar with the birthing process. 
Having trustful and supportive relationships
The second theme expresses the importance of having caring and loving persons around birthing women. The presence of the child's father was essential for most women in the focus groups, as this made the woman feel safer; by confirming that he believed in her and thus strengthening her self-confidence. The presence of a midwife or the assistant nurse was another significant person who made the birth positive.
Feelings of safety were repeated like a mantra throughout the discussions. The experience of safety was initially promoted by the very first telephone contact, when the women announced their arrival to the labour ward. It was important for the women to be met with interest from the midwife and not to be questioned about the severity of the labour. Several women expressed that it was a positive experience not to be turned away during the early phase of the labour. Feelings of safety were further confirmed by a respectful welcome and positive atmosphere in the birthing suite. Many of the women felt that giving birth was basically their own task and challenge, but the knowledge that they were in a place where they felt safe deepened their feelings of a very positive experience.
I was taken care of in a good way and felt safe, and yes, I think this is basic. (First child, vaginal birth) When I think about this first birth and why it was so positive, it had much to do with the people around me in control of the complication I had (postpartum hemorrhage). Still I felt safe and calm. (First child, vaginal birth) A trusting relationship involved feelings of being seen and heard, which meant that women experienced support on their own terms. The engagement from the midwife and the other staff enabled the women to feel safe and to be able to do what they wanted. They felt comfortable to move about, take a bath or simply moan through a contraction. This could also include an early admittance to the labour ward or not being questioned about positions during labour but instead being free to act in the way that felt best. Being seen and heard made these women confident that they had the leading role and that all considerations were made to prioritize them and their babies. In all of the focus groups, it became clear among most women that giving birth requires teamwork, where the woman and her partner work together with the midwife. This teamwork also included the assistant nurse and made it possible that care throughout labour and birth was directly related to the needs of the woman and her partner. Some women actively wanted and appreciated the staff being present to support and assist, whereas others only wanted the staff to be around if needed.
I mean, we were two sharing the pregnancy and it was a very positive time expecting the first child, so fun and exciting like the best journey you have been on. I felt safe with him (during birth) and there was nothing strange. (First child, vaginal birth) I soon felt a sense of cooperation with the midwife and the assistant nurse. This was something we would do together. (Third child, vaginal birth) The role of the midwife was discussed in all focus groups and women agreed on the importance of the midwife as a guide through labour and birth, and stressed the importance of being in tune with the midwife. The presence of the midwife in the room was reassuring for most women, although there wasn't always a need for her to be active or instructive, but simply to be there. Confirmation and support from the midwife strengthened the woman's own ability to stay in control and, at the same time, enabled her to relax. Other women were unconcerned about the midwife and were convinced that they would have managed on their own. The guidance of the midwife was essential if complications or difficulties occurred during birth. The meaning of a very positive birth experience varied between women, where some women felt their own ability was the main factor and others describing the importance of support and help from the partner, the midwife and/or other staff involved. The citation below illustrates a general attitude in the focus groups. Women's stories and the discussions about the meaning of a very positive birth experience focused on the birthing process. Still, it was understood and discussed as a matter of course that the birth of a child and becoming a mother was the foremost and central experience.
Yes, I just want to agree with you, the meaning of it all was the baby. And the treatment was good, but the best I think was that I was part of it, I was prepared and had made up my mind that it would be fine this time. (Second child, vaginal birth)
Discussion
This study showed that women related their very positive birth experience to internal factors, such as their own ability and strength, as well as external factors, such as a trustful and respectful relationship with the midwife. A woman's sense of trust and support from the father of the child was also important. The feeling of safety promoted by a supportive environment was essential to gaining control during birth and focusing on techniques enabling women to manage labour.
A variety of expressions were used in women's birth stories to describe their very positive experiences. These expressions reflected a significant moment in the women's lives, where feelings of joy and happiness dominated. Crowther et al. [14] studied the experience of joy at birth from a hermeneutic perspective and concluded that, although the literature on women's birth experiences is extensive, it rarely focuses on joy. There is therefore a need to explore experiential aspects of birth beyond the type, place and outcome of the birth. The present study reports profound and reflective experiences narrated by the women and further developed along the discussions in the focus groups.
The women's experience of their ability and strength was one of two overarching themes in this study. Birth specific domains most relevant for women's overall experience have been identified that relate to this result. Seven domains were described in a mixed-method design study that included literature review, focus groups and consensus discussions with women and professionals [15] . The authors propose that the availability and quality of received care, concerns about safety, the first contact with the newborn, and health of the baby are key aspects for a mother's overall birth experience. Further, the domain related to the health professional's behavior and attitudes, as well as women's feelings of confidence and safety, are of more importance than the course of labour, or the medical and environmental aspects of the birth. These findings are in line with the results of our study, where women were convinced that they would manage the challenges of giving birth. Maternal confidence e.g., a woman's confidence in her ability to cope has been acknowledged in research. Selfefficacy can be defined as the confidence a person feels about performing a particular task [16] . Related to childbirth, Lowe [17] developed the Childbirth Women Selfefficacy Inventory, which has been used in several studies [18, 19] . Woman with increased self-efficacy experience less fear and pain and more satisfaction with birth compared to women with low self-efficacy.
Feelings of confidence and its relevance for positive expectations were clearly important among women in the focus groups. The fulfillment of expectations has been shown to be the most consistent determining factor of satisfaction with childbirth. The self-esteem of the woman, sense of accomplishment, and confidence as a new mother is further enhanced by positive perceptions and satisfaction with the birth experience [7, 20] .
It is well known that women's sense of control during childbirth is related to a positive birth experience [21, 22] . In a concept analysis, Meyer [23] identified four attributes of control in childbirth: decision-making, access to information, personal security, and physical functioning. This is consistent with the results of this study, and these aspects of a positive birth experience were all discussed in the focus groups. Women mostly described control in relation to bodily function and pain. Their ability to handle pain and other difficulties was a source of satisfaction that contributed to their positive experience. Women expected to be informed about the progression and other matters of importance; taking part in decision-making was discussed as natural unless it was an emergency situation. The meaning of control was mostly identified as an internal capacity, that is, the ability to maintain control over the behavior and the body. Other women talked about their experience of having influenced the atmosphere in the room and the behavior of the midwife, which can be considered external control [24] . The experience of control made it easier for the women in labour to turn their focus inward, letting go of the outside world. This was difficult unless women felt that they had taken command of the birth and this can be interpreted as maintaining control so as to avoid 'losing oneself' [25, 26] .
Trustful and supportive relationships were essential for a positive birth experience. It was clear that the presence of the midwife was important even if the woman felt capable and did not explicitly need help and support from the midwife. The midwife and the assistant nurse ensured feelings of safety and calm for the birth mother, and the significance of these relationships with caregivers is evident in research [27, 28] . A systematic review [28] identified four key factors essential for women's satisfaction with birth, with two of these being directly related to the mother-caregiver relationship: the quality of the relationship between the birthing mother and the caregiver; and the amount of support the woman received. The attitude and behavior of the caregivers expressed in the relationship with the woman outweighed the effects of all other variables (e.g., age, birth environment and medical interventions). Hunters' study [29] on women's experiences of birthing with doulas is of interest. Interviews with nine doulas and nine mothers revealed that the doulas, as paraprofessionals, were "holding the space". This birthing space for women was created by components mentioned as crucial in the focus group's discussions; the practical techniques and methods, the relationship, and the physical and emotional support. The mother-caregiver relationship with the midwife helped some women achieve an intimate space within an institutionalized birth and this was typically very much appreciated. Almost all births in Sweden take place in a hospital, which has become the natural and culturally accepted place to give birth, with only a few available alternatives (e.g., midwifery-led birth centers or home birth). It is crucial that a beneficial and supportive environment can be established within the walls of a medicalized maternity care.
The relationship with the father of the child was identified as another partnership of great importance for the women. Most women agreed that it was essential to have their partner close. The father effectively acting as a guard in the birthing room; well aware of the wishes and needs of the woman. Previous research demonstrates the importance of partner's support on women's birth experience. Among 325 Finnish first-time mothers, the attitude of the child's father toward pregnancy was one of three predictors for a positive birth experience [30] . The partner's support during birth was described as critical in helping women cope with labour by providing encouragement and reassurance [31] . Women in the focus groups described being part of a team, where all participants were significant for the birth experience.
This study is a further example amongst the literature showing that it is difficult to separate the birth experience from the care given [32] . Focusing solely on the experience will overlook the birthing environment and overlook the synergistic effect of a caring and reassuring midwife working together with the woman and her partner. In a recent study, women who stated that they were looked after very well and had a very positive birth experience were significantly more likely to have experienced high postnatal functioning [33] . This again highlights how it is possible to enhance a positive birth experience by developing maternity care customized to deliver what women want.
A principal strength of this study is its longitudinal design, where women first assessed their birth as very positive and then participated in focus group discussion six to seven years later, entering more deeply into the experience. To our knowledge, this has never been previously reported. All women had accurate and vivid memories of their birth. It is well known that women clearly remember their birth experience [34] . The decision to use focus groups for data collection proved accurate and effective, with all women taking an active part in the discussions.
However, the findings are limited to the data collected during seven focus groups in a Swedish setting. The participating women are a relatively homogenous group, which might have influenced the discussions. The timing of recruitment, 6-7 years after the index birth assessed as a very positive birth experience, is also of importance. Women who responded to the invitation had an interest in birthing experiences and a willingness to share them with others, despite the years that had passed, which might differentiate them from other women. It is difficult to generalize the findings, but we suggest that the result of the study may be transferable to other birthing women in a similar context. The interaction with and support from the birth partner and other caregivers is most likely a universal experience. The judgment of trustworthiness in the study should be based on transferability, credibility and dependability [35] . The presentation of data, the process of analysis, and the quotations from the transcripts confirm the credibility of the study.
Dependability was established through ongoing discussions between the authors where agreements were made on the interpretation of data.
Conclusion
It is an essential part of midwifery care to build relationships with women where mutual trust in one another's competence is critical. The midwife is the active guide through pregnancy and birth and expresses a strong belief in a woman's ability to give birth. Midwives are required to inform and encourage women, and to provide tools to overcome the challenge of birth. It is important for midwives to invite the partner to be part of a team in which everyone works for the best interest of the woman and child.
